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Healthcare Analytics in Navy Medicine 

Perspectives and Methods for Decision-Making 


FOCUS ON PATIENT-CENTERED MEDICAL HOME 

Patient-Centered Medical Home: Past, Present, and Future 
Veronika Badurova and Marty Cohen, MPA 


Patient-Centered Medical Home (PCMH) is an integrated and comprehensive approach to primary care, which focuses on 
providing high-quality, access, and cost-efficient healthcare for our enrollees. PCMH has now been implemented MHS- 
wide and is being tracked by a variety of measures, which monitor its performance and provide a report card for the 
program. 


Patient-Centered Medical Home 

PCMH is a model of primary care that leverages tech- 
nology and is team-based, comprehensive, standardized 
around best practices, and focused on prevention. The 
Military Health System (MHS) began adapting the civil- 
ian PCMH model in select primary care clinics starting 
in FY 2009 with a policy memorandum from ASD(HA). 
In order to be recognized as a PCMH practice, clin- 
ics had to meet select National Committee for Quality 
Assurance (NCQA) standards, which focus on delivering 
efficient team-based care. As of the end of FY 2014, over 
70 percent of the direct care system’s family medicine, 
internal medicine, pediatrics, and operational medicine 
clinics have achieved formal PCMH recognition from 
NCQA. These PCMH clinics provide primary care for 
about 3.1 million beneficiaries. 

The main goal of PCMH is to transform fragmented 
primary care into efficient, comprehensive, and collab- 
orative care, which optimizes the time of providers, 
nurses, and clerical staff using today’s technologies such 
as secure messaging, the Nurse Advice Line (NAL), and 
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telephone consults/ telehealth. While improvements in 
technology provide a more efficient transfer of informa- 
tion when appropriate, increased face-to-face access is 
also necessary, and, this, PCMH sites are also expected to 
manage demand, coordinate care and provide extended 
hours when needed. Lastly, the entire healthcare deliv- 
ery across time and treatment settings should be aligned 
and synchronized to provide efficient care and maximize 
resources available. For example, patients with specific 
health conditions or health risks, are identified, tracked 
and actively managed utilizing technology portals, so 
that preventative care needs are monitored regularly. 

Today’s PCMH 

According to the FY 2015 TRICARE Program Evalua- 
tion, which examines access, quality, and effectiveness 
of care provided across the MHS, PCMH for MTF Prime 
enrolled beneficiaries showed improvements in a variety 
of measures. 1 

PCMH primary care administrative measures showed 
improvement in provider and team continuity and 
reduced 3rd-next available appointment wait time. In 
FY 2014, enrollees saw their own Primary Care Manag- 
ers (PCMs) during primary care visits 60 percent of the 
time, an increase of nine percent compared to FY 2012. 
Furthermore, MTF enrollees received healthcare from 
their own PCM team 91 percent of the time in FY 2014, 
which was a six percent improvement from F Y 2012. The 
average number of days to the 3rd-next acute appoint- 
ment and 3rd-next routine appointment (a direct care 
measure of access to primary care) was 1.89 and 6.38, 
respectively, in FY 2014 compared to 2.09 and 6.62 in 


1 See full report at http://www.health.mil/Militarv-Health-Topics/Access- 
Cost-Oualitv-and-Safetv/Health-Care-Program-Evaluation/Annual-Evalua- 
tion-of-the-TRICARE-Program . 




FY 2012 (the MHS standard is 1.0 and 7.0, respectively). 
Nearly 88 percent of Prime enrollees who had a military 
or civilian PCM reported at least one outpatient visit in 
FY 2014 - a user rate that exceeded the comparable civil- 
ian rate by three percentage points in FY 2014. 

With respect to quality of care, surveys of beneficiary 
self-reported outpatient experience show strong and 
stable ratings of access to care. Ratings for getting needed 
care, getting care quickly, and getting referrals to special- 
ists improved between FY 2012 and FY 2014 according 
to the population-based surveys; although, they still lag 
compared to the civilian benchmarks. 

To measure the effectiveness of proactively addressing 
and managing MTF enrollee comprehensive care, PCMH 
sites also focus on reducing inpatient hospitalizations and 
bed-days per 1,000 MTF enrollees. In FY 2014, the inpa- 
tient dispositions and bed-days per 1,000 MTF enrollees 
averaged 20.80 (a 12 percent improvement since FY 
2012) and 111.51 (an 11 percent improvement since FY 
2012), respectively. 

Lastly, in an effort to reduce healthcare costs while provid- 
ing higher quality care, PCMH clinics track specialty 
referral rates as well as usage of secure messaging and the 
NAL. From FY 2012 to FY 2014, specialty referrals by 
PCMs in PCMH clinics declined by 2 percent (24.29 per 
1,000 enrollees to 21.35). In FY 2014, over 1.1 million 
beneficiaries were registered in the secure messaging 
system. The CONUS NAL, which was implemented in 
March of 2014, holds a call volume of over 1,400 calls 
per day. 

Evaluations and the Future of PCMH 

PCMH sites are continuously tracking measures that focus 
on access, quality and effective delivery of health-care. 
As PCMH has now permeated through the MHS, more 
data will be available in the next several years to evaluate 
its implementation and effectiveness. A DHA-sponsored 
preliminary study, which focused on a cohort of 48 early 
adopter PCMH sites relative to a comparison group, 
showed evidence of decreased per member per month 
(PMPM) enrollee costs and improved PCM continuity 
for the PCMH sites but found no impact on emergency 
department (ED) visits, hospitalization rates, primary 
care leakage, or select HEDIS measures. The study did 
find an ED reduction for Active Duty Family Members 
in a sensitivity test focused on MTFs where early PCMH 
comprised at least 75 percent of the MTF’s total Prime 
enrollment. 


There are many challenges in effectively evaluating 
PCMH. Implementation of PCMH in the MHS occurred 
gradually, where each Service adopted PCMH to serve 
its own specific needs; thus, there is no one implemen- 
tation start-date. Furthermore, enrollment shifts across 
clinic ID’s (4th-level MEPRS Codes) within parent MTFs 
were quite common as PCMH clinics were organized and 
implemented, making it difficult to track specific PCMH 
sites across years. Thus, for the earliest direct care PCMH 
experience, often it is only possible to measure impacts 
at the level of the parent MTF rather than specific clin- 
ics, which can dilute any actual impacts. Lastly, while 
PCMH has been implemented MHS-wide, it takes time 
to measures positive effects of preventive care, as there 
are myriad factors that affect healthcare, and thus, more 
years are needed to perform statistical analysis that could 
examine longer-term effects. 

Veronika Badurova is an analyst at Kennell and Asso- 
ciates , and Marty Cohen is a Vice President and senior 
researcher at Kennell and Associates. Both serve as 
consultants to BUMED and DHA. 

SKILLS AND METHODS 

- DEFINING AND MONITORING PCMH 

Within the MHS, PCMH implementation began in 2009. 
Volume 1, Issue 6 of the Healthcare Analytics in Navy 
Medicine focused on the concept, the proposed implemen- 
tation strategy, and the potential challenges associated 
with implementation of the Medical Home Port. This 
article provides a current overview of PCMH within the 
MHS and a summary of the metrics utilized to evaluate 
and monitor the progress of PCMH sites across Services. 

Background 

As a base for implementation, the MHS applied the NCQA 
PCMH recognition criteria, a civilian industry standard, to 
mold PCMH sites, and, today, all PCMH sites are required 
to be recognized as NCQA level 2 (or higher). The criteria 
included under NCQA summarize the goals and tenants of 
PCMH in their focus on enhanced access and continuity, 
identifying and managing patient populations, planning 
and managing care, providing self-care support and 
community resources, tracking and coordinating care, and 
finally, measuring and improving performance. Addition- 
ally, the MHS crafted PCMH measurement criteria based 
on the Quadruple Aim — Experience of Care, Popula- 
tion Health, Per Capita Cost and Readiness. Since 2009, 
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each Service has implemented its own PCMH model to 
meet Service-specific needs; however, all three Services 
and the DHA collaborate heavily on standardized imple- 
mentation, as well as measurement, incentivization, and 
PCMH progress evaluation across the MHS. 

Attributes of PCMH today 

The goal of PCMH is to provide integrated, compre- 
hensive, coordinated, and continuous care under a 
physician-led team, which maximizes the capabilities 
of the providers, nurses, and ancillary support staff such 
as Corpsmen, medics, medical technicians or medical 
assistants. In addition to the integrated and coordinated 
team-based approach, PCMH sites also seek to be more 
accessible to the patient through new technologies (e.g., 
access to lab results, summary personal health data and 
appointment scheduling via the internet), extended work 
hours (e.g., evenings or weekends), asynchronous secure 
messaging, and 24/7 NAL services. 

Measuring Performance of PCMH 

The Services use a variety of MHS systems, measures and 
metrics to monitor and evaluate PCMH. 

• CHCS is utilized to monitor all ambulatory medicine 
scheduling, appointing, and access to care measures 
including PCM and team continuity and 3rd next avail- 
able appointment metrics. CHCS is also the source 
system used to measure the current/future number of 
open and available appointments and also to review 
the status of past appointments such as those that were 
un-booked, no-show, walk-in, or canceled. CHCS is 
also utilized to review schedule templates and the mix 
of appointment types, measure the use of detail codes, 
and monitor appointing practices at every MTF. For 
these metrics, and many more, CHCS provides daily 
information at the 4th-level MEPRS code. 

• MHS Mart (M2) is used across the entire enterprise 
to examine enrollment and workload measures such as 
Enrollment per FTE. It is also used to calculate busi- 
ness and clinical related metrics such as Primary Care 
Leakage, Empanelment, and ED utilization. 

• The CarePoint portal, specifically CarePoint 3G and 
the new Partnership 4 Improvement (P4I) Dashboard, 
are utilized extensively. CarePoint 3G is the MHS 
Population Health Portal (MHSPHP). This applica- 
tion transforms Department of Defense (DoD) and 
Network healthcare administrative data into actionable 


information. The application utilizes healthcare action 
lists to identify MTF TRICARE Prime and Plus enroll- 
ees in need of potential clinical preventive services, 
disease management or case management. The 
Healthcare Effectiveness Data Information System 
(HEDIS) methodologies or DoD/VA Clinical Prac- 
tice Guidelines outline the specific data sources and 
methodology used within MHSPHP. The data avail- 
able through this application provide both patient 
level and general population statistics concentrating 
on demographics, disease management and preven- 
tive services information. The P4I Dashboard was 
created as an ongoing collaboration driven by the 
2014 Secretary of Defense MHS Review mandate to 
establish clear enterprise performance goals with a 
standardized measurement tool supporting continu- 
ous improvement for patient access, quality of care, 
and patient safety for the medical components of the 
Army, Navy, Air Force, and DHA. The metrics under 
the P4I Dashboard are divided into Readiness, Health, 
Care, and Cost. The P4I Dashboard is currently under 
development and to date the dashboard only includes 
data and reports within the care and cost sections. For 
‘Better Care’ the metrics include HEDIS Indices (e.g., 
Diabetes, Cancer Screening, Appropriate Care, 30-day 
Mental Health, All Cause Readmission), the ORYX 
Transition of Care Index, AHRQ Prevention Qual- 
ity Indicator (PQI) Index, Risk-Adjusted Mortality, 
and Healthcare-Associated Infections (HAI) Central 
line- Associated Bloodstream Infections (CLABSI). 
For ‘Lower Cost’, the metrics focus on PMPM, Total 
Purchased Care, Private Sector Care Cost per Prime 
Enrollee, Prime Enrollment, Pharmacy Percent Retail, 
Productivity Targets, PCM Empanelment Targets, and 
Primary Care Leakage. 

• The Services also have access to the data from contrac- 
tors that support components of PCMH such as secure 
messaging and the NAL. For example, the MHS 
vendor for secure messaging, Relay Health, provides 
monthly reports which include a breakdown of active 
providers using the system, total patient messages sent 
by type, by practice and by provider, patient invita- 
tions sent and accepted into the messaging system, and 
the practice’s response time for each message. 

The Services have access to a variety of measure sources 

but some overlapping measures used by the services use 

different methodologies to calculate the performance 

metrics for PCMH sites. Therefore, the creation of the 
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P4I Dashboard is an attempt to standardize metrics and 
performance measurement of PCMH across Services. 
There are, however, some challenges to standardizing 
metrics and establishing trends, as not all Services use the 
same 3rd-level MEPRS code designations of PCMH (e.g., 
Air Force does not use BGZ to designate a PCMH site), 
and essentially, all PCMH sites have different start dates 
as well as stop dates if they rolled into a different PCMH 
4th-level MEPRS Code. Furthermore, each Service has 
its own incentive program. The Army has IRIS in which 
about 300 measures are financially incentivized and 
includes financial incentives for PCMH sites such as the 
use of online appointments and secure messaging. The 
Navy has aligned some of its PCMH metrics with the new 
SHIP metrics and provides a bigger financial incentive for 
measures like SHIP H4b (PCM Continuity), SHIP H3b 
(ED Utilization), SHIP H2 (Composite HEDIS), SHIP 
V2b (Patient Enrollment and Staffing), SHIP R5 (40 
percent MGMA for Type 1 &2 Providers), SHIP V4 (3rd 
Next Available Acute and Specialty Appointment), and 
SHIP Vic (Outpatient Utilization Rate). 

Long-Term Evaluation of PCMH 

The MHS is closely following the Centers of Medicare 
and Medicare (CMS) and other health organizations 
evaluation efforts by supporting an MHS-wide program 
evaluation of PCMH. These evaluations will focus on 
ascertaining which attributes of PCMH have the most 
significant impact on health and cost outcomes. 

DATA AND INFORMATION SYSTEMS 

- IDENTIFYING PCMH ENROLLMENT, CARE, AND 
WORKLOAD 

This article summarizes the various types of PCMH data 
available in centralized data systems such as the MHS 
Data Repository (MDR) and M2 and how these data can 
be used in conjunction with site-specific knowledge and 
familiarity to examine PCMH sites. Furthermore, limi- 
tations of these data, especially when used to examine 
PCMH sites from an MHS-wide perspective, will be 
discussed. 

PCMH Enrollment 

PCMH enrollment has two components: enrollment, which 
is reflected by a beneficiary’s participation in a DEERS 
enrollment program like Prime or Plus, and empanelment, 


which is registered in CHCS when an enrollee is assigned 
an MTF PCM who is affiliated with a PCMH site. 
DEERS enrollment is a centralized system, while CHCS 
is composed of 100-plus decentralized reporting loca- 
tions. Data from both systems are fed into the MDR and 
processed to create a list of PCMH enrollees using the 
person identifier, MTF of enrollment, PCM, PCM MEPRS 
Code affiliation and effective dates. Despite best efforts, 
discrepancies can arise due to the decentralized structure 
of CHCS, where an individual can be enrolled at multi- 
ple sites, and the fact that the two data sources (DEERS 
and CHCS) have to be reconciled for PCMH enrollment. 
A valid PCMH enrollment is recorded in the MDR for a 
beneficiary only when processed CHCS empanelment data 
agrees with DEERS enrollment data. Because the CHCS 
data is decentralized and hosts cannot communicate with 
each other, it is possible for enrollees to be empaneled at 
multiple sites at the same time, or for a beneficiary to be 
both enrolled to a network PCM in DEERS and enrolled 
to an MTF in CHCS at the same time. 

PCMH-Related Data Variables 

Enrollment MEPRS Code in both the MDR and M2 
reflects the assigned 4th-level MEPRS Code of the PCM 
when the data from CHCS and DEERS are in agree- 
ment. In M2, the field is populated for FY 2011 forward. 
However, not all 4th-level MEPRS codes under these 
designations will be medical homes at every point in 
time (due to varied start dates, consolidation, and restruc- 
turing of PCMH sites within MTFs), thus, the need for 
local knowledge. A PCMH site can fall under a variety 
of 3rd-level MEPRS Codes, such as BDA/BDZ (Pediat- 
ric Clinic/Pediatric Care not elsewhere classified), BGA/ 
BGZ (Family Practice Medicine Clinic/Family Practice 
Care not elsewhere classified), BHA/BHZ (Primary Care 
Clinics/Primary Care not elsewhere classified), BJA 
(Flight Medicine Clinic), BAA/BAZ (Internal Medicine 
Clinic/Medical care not elsewhere classified). However, 
not all 4th-level MEPRS codes under these designations 
will be medical homes at any point in time, thus, the need 
for local knowledge. Currently, the enrollment MEPRS 
Code associated with an enrollee is one month off from 
DEERS data due to the M2 and MDR processing times, 
but this lag should be fixed in FY 2015. Lastly, there is a 
Medical Home Flag in M2, but it is not currently popu- 
lated, as start and stop dates need to be used in order to 
accurately identify PCMH sites. 

If a user is local and knows the providers who are 
assigned to PCMH sites, then PCM ID, as well as related 
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data elements such as PCM Type Code, Provider Type, 
and Provider Specialty, can be used to examine care and 
workload at each clinic. However, not all care delivered 
by the PCM might be related to medical home if that 
provider has another specialty such as sports medicine. 
To examine all care provided at a particular clinic, use the 
Treatment DMIS ID data element in combination with the 
4th-level MEPRS Code. Lastly, due to the implementa- 
tion of NCQA criteria that require the capture of vitals 
data (e.g., blood pressure, height, weight, temperature, 
etc.) for each appointment, there is also a wealth of clini- 
cal data now available for these PCMH sites, which can 
be utilized in monitoring patients as well as research. 

NEW KNOWLEDGE 

- NOTED PUBLICATIONS 

The following article contributes to the growing evidence 
base that the PCMH model may reduce healthcare utiliza- 
tion and the cost of care. 

Total cost of care lower among Medicare fee-for-service 
beneficiaries receiving care from patient-centered medi- 
cal homes. 

Van Hasselt M, McCall N, Keyes V, Wensky SG, and 
Smith KV. Health Serv Res. 2015 Feb; 50(1): 257-72. 

This longitudinal, quasi-experimental study used Medic- 
aid fee-for-service beneficiaries’ claims data 2 , from July 
1, 2007 to June 30 ,2010, to compare selected outcomes 
related to healthcare utilization and payments between 
medical practices with and without NCQA PCMH recog- 
nition. Individuals were assigned to PCMH or comparison 
practices based on where they received the plurality of 
E&M services at baseline. 

The study found that, relative to the comparison group, 
total Medicare payments, acute care payments, and the 
rate of ED visits, for any as well as ambulatory care sensi- 
tive conditions (ACSCs), declined after practices received 
NCQA PCMH recognition — this impact being the great- 
est among PCMHs with sicker than average patients 3 , 
primary care, and solo practices. The effect on ED visits 


2 Other data sources included: 2009 Census, 2007 Health Resources and 
Services Administration and CMS Utilization file, Medicare’s Enrollment 
Data Base, and the 2005 AMA Physician Workforce file. 

3 Findings for this higher risk subgroup affirm the PCMH model’s efficacy 

for patients with chronic conditions who receive redundant care from mul- 
tiple providers, which compromises quality and increases spending. 


suggests that the PCMHs were able to prevent some ED 
visits, perhaps through more efficient care coordination 
and care management. Although more than half of the 
reduction in total Medicare payments was attributable to 
lower payments to acute care hospitals, the authors did not 
find lower hospital admission rates for patients assigned 
to PCMHs and both sets of practices had similar distribu- 
tions of admissions across the MS-DRG severity levels. 
Indirect medical education and disproportionate share 
payments were lower for patients treated at PCMHs — 
suggesting that there may be a difference in the types of 
hospitals to which PCMHs admit their patients 4 , or fewer 
beneficiaries reaching a payment outlier status. 

Further assessment of the association between the PCMH 
model and net cost savings (i.e., changes in patient medi- 
cal expenses and practice operating costs) will likely be 
required through a comprehensive cost-benefit analysis 
incorporating a broader selection of PCMHs and patient 
populations and a better understanding of practice trans- 
formation. 

The full article can be found at http://onlinelibrarv.wilev. 
com/doi/10.1111/1475-6773. 12217/full. 


4 A finding observed in a study of the Massachusetts Blue Cross Blue 
Shield’s Alternative Quality Contract (Song et al., 2011). 

TIPS AND TRICKS 

- EXTERNAL DATA PROVIDER 

The MHS Mart (M2) is a rich source of workload, enroll- 
ment, clinical and cost data, which can be used with 
additional local data or external files to create reports. 
Users can use the External Data Provider feature of Busi- 
ness Objects (available in WebI Rich Client (RC) and 
DESK-I) to import data into M2 and use it as a filter for 
a query or use merging (i.e. linking) to add to the data 
pulled from M2. 

In the example below, a list of PCMH sites from NMC 
San Diego will be imported into M2 (using Webl-RC) and 
used as a filter on a DEERS Person Detail query, which 
will pull monthly enrollment for FY 2014. 

In order import files into M2, they have to be saved as 
.xls, where columns are formatted as text, or as text files. 
“San Diego PCMH FY 2014.xls” contains just one sheet, 
where column A contains the DMIS ID and column B 
contains the PCMH sites at that facility (see Figure 1). 
The file must be closed before it can be imported into M2. 
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EXTERNAL DATA — EXAMPLE 


Figure 7. San Diego PCM H Sites (DM IS ID and MEPRS 4 Code) 



After launching a Webi-RC session in Infoview (Document List -> New -> Web Intelligence Document), 
choose ‘Other Data Source’ instead of ‘Universe’ (see Figure 2). Click ‘Browse’ to select the desired .xls file, 
and as there is nothing else in the “San Diego PCMH FY 2014.xls” workbook except for the DMIS IDs and 
PCMH sites, ‘All Fields’ can be selected. A ‘Range Definition’ can also be defined if a user wants to import 
only some data within a workbook (see Figure 3). As Row 1 in the excel spreadsheet contains variable names, 
click the box at the bottom. If the columns would not contain variable names, then M2 will name each variable 
(e.g., Col 1, Col 2) during the import process. 



Figure 2. Selecting Other Data Source 


Figure 3. Selecting the External Data File 



6 


Healthcare Analytics in Navy Medicine / January -February 2015 





EXTERNAL DATA — EXAMPLE 


After selecting ‘Next’, the Query Panel will appear providing a preview of the data. In the left panel, ‘Refresh- 
able’ and ‘Editable’ are selected; thus, if the excel spreadsheet is updated then the query will be updated (see 
Figure 4). To import the data into M2, just click on ‘Run Query’. (Note: You can right-click or double-click on 
the ‘Query 1 ’ tab and rename it to identify the name of the query with the data, so that you can easily identify 
which query imported the PCMH site data.) 


After the data are imported into M2, it looks like any other report, with the variables listed in the left panel. To 
add Enrollment information for these specific PCMH sites, right-click on Report 1 and select ‘Insert Report’. 
Then, click on ‘Edit Query’ (see Figure 5). By inserting a new report (or tab), the DEERS query will automati- 
cally be placed on the new tab. 


Figure 4. Query Panel: External Data Provider 



Figure 5. Adding a DEERS Query 
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Clicking on ‘Edit 
Query’ will open the 
query panel (or the 
‘Edit Query’ window). 
Click ‘Add Query’ to 
add another query to the 
report. This time, select 
‘Universe’ to access the 
DEERS Person Detail 
file (see Figure 6). 



Figure 6. Adding a 
Query and Selecting 
Data from the M2 
Universe 
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EXTERNAL DATA — EXAMPLE 


The DEERS query has the following results objects: Beneficiary Count, Ben Cat Common, FY, FM, Enroll- 
ment Site, Enrollment Site Name, and Enrollment MEPRS Code. The query is limited to FY 2014, Enrollment 
Site 0029 (NMC San Diego). Adding Enrollment MEPRS code and selecting ‘Results from another query’ 
points the filter to queries that have been previous run (in this example, the NMC San Diego PCMH sites just 
imported). In the pop-up window, a complementary field can be selected whose values will be ‘fed into’ the 
condition when the query runs (see Figure 7). Note that the names of the two complementary variables don’t 
have to match. Below, we are matching ‘Enrollment MEPRS Code’ from DEERS with ‘PCMH Site’ from the 
external data, but both variables contain 4th-level MEPRS Codes; therefore, they can be matched. 

Figure 7. Using ‘Results from another query’ to filter to San Diego’s PCMH Sites 



Once the DEERS data are retrieved, variables from both queries are ordered alphabetically in the left panel. To 
order them by query, change the ‘Arrange by’ in the bottom of the left panel. To look at the monthly enrollment 
data at these clinics by month, leave FY, FM, Enrollment Site, Enrollment Site Name, Enrollment MEPRS 
Code, and Beneficiary Count in the table. While this table provides all the necessary data to examine enroll- 
ment at each PCMH site, it does not display the information in a comprehensible manner. To look at PCMH 
sites over time, a crosstab (comparable to an Excel pivot table) can be used to create a clearer picture. To create 
a crosstab, click on the variable name that you wish to see at the top, and drag it until a blue box appears above 
the table (see Figure 8). 
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EXTERNAL DATA — EXAMPLE 


Figure 8. Changing a Vertical Table to a Crosstab 
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To add labels to the crosstab, click on the outer edge of the table (grey box will form), then in the left panel 
under properties, expand Display and select ‘Show object name’ (see Figure 9). The crosstab contains a row 
for each designated PCMH site that was imported through the External Data Provider and all enrollees to that 
site by FM for FY 2014. To turn the table back into vertical table (as shown in Figure 8) just right click within 
the table, select ‘Turn To’ and select the vertical table icon (see Figure 9). 


Figure 9. Adding Labels to a Crosstab 
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The crosstab layout allows the user to easily examine the enrollment changes month to month and to see if 
a site was ‘turned off’ by the presence of missing values under fiscal months. To obtain an average monthly 
enrollment for each PCMH site, just click in the numeric part of the table, which makes the toolbar at the top 
active, and ‘Average’ can be selected under the Sigma symbol by clicking on the black arrow next to it. In the 
middle of the table, there are two PCMH sites, that have just a handful of enrollees and in fact one of the PCMH 
sites has no enrollees by the end of FY 2014; therefore, this PCMH site is probably inactive. To explore what 
happened, FY 2013 and 2015 data could be added to the report, or the clinic should be contacted to determine 
if it is, in fact, a PCMH site or if it has been terminated and its enrollees transferred to a different MEPRS code. 


Healthcare Analytics in Navy Medicine / January-February 2015 


9 






KNOWLEDGE SOURCES 


IN THE NEXT ISSUE 


Below are upcoming conferences for professional 
growth and development. 

February 19, 2015: 

Healthcare Finance Symposium - San Francisco, CA 
http://www.himssmedia.com/events/inperson-events/ 
calendar 

February 26-27, 2015: 

National Bundled Payments & Data Analytics Confer- 
ence - San Diego, CA 

http://www.bundledpaymentsdataconference.com/ 

March 22-25,2015: 

The WHCC 12th Annual Health Information Technology 
Summit - Washington, D.C. 
http://www.worldcongress.com/events/HR15013/ 

April 12-16, 2015: 

HIMSS15 Annual Conference & Exhibition: Revenue 
Cycles Solutions Summit - Chicago, IL 
http : / / www. him s s c onference . or g/ 

April 26-29, 2015: 

SAS Global Forum 2015 - Dallas, TX 
http://www.sas.com/en_us/events/sas-global-forum/sas- 
global-forum-20 1 5 .html 

May 11-13,2015: 

VA Healthcare 2015 - Washington, D.C. 
http://www.veteransaffairshealthcare.com/ 

June 14-16, 2015: 

AcademyHealth’s Annual Research Meeting (ARM) - 

Minneapolis, MN 

http://arm.academvhealth.org/ 


The next issue of Healthcare Analytics in Navy Medi- 
cine will focus on women’s health and the need for 
unique services to meet the developmental needs of 
women throughout their life span. This issue will 
provide an overview of the ongoing quality monitoring 
and reporting efforts to ensure the delivery of neces- 
sary and effective women’s healthcare. Moreover, 
included information will highlight statistics and data 
considerations for ongoing initiatives to improve and 
monitor the quality and safety of women’s healthcare. 


Editor: 

Robert D. Willis 


Managing Editor: 

C. Allison Russo, Dr.P.H. 


Presentation Designer: 

Liz Ritter 


Contributors: 

Veronika Badurova, LT Jeremy Biehn, 
Marty Cohen, Sarah Irie, 
and CDR Debra Manning 


Deputy Chief for Resource 
Management/Comptroller, 
Bureau of Medicine and Surgery 

CAPT Joseph Pickel 


This newsletter is produced and 
distributed by the Program Analysis 
and Evaluation Division, Bureau of 
Medicine and Surgery under delivery 
order #N00189-13-D-Z043-0002. This 
and other issues of the newsletters can 
be accessed at https://esportal.med. 
navv.mil/bumed/m8/m8 1 /analvtics2 . 
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